Continuing Medical Education / Surekli EQitim

® Ali Haydar
Eskiocak,
® Murat Durdu*

Sirnak State Hospital, Clinic of
Dermatology, Sirnak, Turkey

*Baskent University, Adana
Dr. Turgut Noyan Application
and Research Center, Clinic

of Dermatology,
Adana, Turkey

Correspondence/
Yazisma Adresi:

Sirnak State Hospital, Clinic of
Dermatology, Sirnak, Turkey
E-mail: aliheskiocak@gmail.com
ORCID-ID:
orcid.org/0000-0002-1498-1167
Submitted/Gelis Tarihi: 05.06.2018
Accepted/Kabul Tarihi: 13.06.2018

©Copyright 2018 by Turkish Society
of Dermatology

Turkish Journal of Dermatology published
by Galenos Publishing House.

Turk J Dermatol 2018;12:120-8'de yayimlanan Tiirkce
makalenin birebir ingilizce versiyonudur.

(=] o]

of

The Role of Diagnostic Approaches to
Determine the Treatment

Tedaviyi Belirlemede Tanisal Yaklasimlarnn Rolu

Abstract

The diagnosis of dermatological diseases requires cytological, dermatoscopic,
histopathological examinations, some laboratory tests, and radiology imaging in addition
to clinical examination. However, these tests are quite important, not only in fime of
diagnosis, but also in patient follow ups and determining the therapeutic approach.
In this article, the diagnostic fests are reviewed that may help to dermatologists in
detecting the freatment of dermatological diseases.

Keywords: Dermatoscopy, histopathology, KOH examination, diagnostic tests, Tzanck
smear, Wood's light

Dermatolojik hastaliklann fanisinda klinik muayene yaninda sitoloji, dermatoskopi,
histopatolojik incelemeler, baz laboratuvar testler ve radyolojik incelemeler gerekir.
Ancak bu testler sadece tani aninda degil, hasta takiplerinde ve tedavi yaklasimini
belilemede de oldukca 6nemlidir. Bu makalede dermatolojik hastaliklarn tedavisini
belilemede dermatologlara yardimci olabilecek tanisal testler derlenmistir.

Anahtar kelimeler: Dermatoskopi, histopatoloji, KOH inceleme, tanisal testler, Tzanck

yayma, Wood i51gi

Introduction

Dermatological examination is essential for
the diagnosis of dermatological diseases. In
the routine dermatological practice, many
infectious and inflammatory diseases can be
diagnosed and treated by clinical findings
without any additional test. However,
genetic and laboratory examinations
should be performed before the treatment
of some patients. For instance, although
the diagnosis of the aphthae can be made
clinically, some laboratory tests and the
pathergy test are performed in case of
recurrent aphthaes. However, if the Tzanck
smear is not performed in these patients,
they may be misdiagnosed or followed up
with Behget’s disease. The diagnostic tests
that are used to determine the treatment of
the dermatological diseases are reviewed in
this article.

Potassium hydroxide examination: The
potassium hydroxide (KOH) examination,
that is used especially for the differential

diagnosis of the erythematous and scaly
lesions, is also important in the follow up of
patients and in the therapeutical approach
(1). In steroid-resistant eczema and psoriasis
lesions, the presence of dermatophytical
infections must be investigated by the KOH
examination and/or the patch test must
be performed to show allergic-contact
dermatitis due to the topical agents in
use (Figures 1, 2) (2). Parasitic agents can
also be seen in the direct microscopical
examination besides the KOH examination.
If blood and allergy tests are performed
before the direct microscopic examination in
patients with scabies, not only will patient’s
itching continue, but also the patient risks
infecting additional people with parasites.
Dermatoscopic examination can also be
used for the follow up of the patients whose
itching persist after the therapy besides the
microscopic examination (3).

Tzanck smear: The Tzanck smear, which is
a cheap, rapid and repeatable diagnostic
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method, should be a part of the dermatological examination
in the follow up of some diseases besides the diagnosis of
many erosive-vesiculobullous, pustular, granulomatous
and tumoral diseases (4-8). Cytology is very important
in approaching new lesions developed especially in the
mucosal regions of pemphigus patients. If conjunctival
erythema develops during follow up of pemphigus patient,

Figure 1. Steroid-resistant erythematous scaly plaques on
the dorsa of hands and forearm of a patient with psoriasis
vulgaris

Figure 2. The potassium hydroxide test shows the hyphae
structures in the samples taken from the steroid-resistant
plaques of a patient with psoriasis (potassium hydroxide
400x)

conjunctival involvement should be distinguished from
bacterial conjunctivitis and allergic contact dermatitis.
According to this separation, the dose of systemic steroid
should be increased if there is conjunctival involvement;
steroid eye drops should be recommended in case of
allergic contact dermatitis; or antibiotic eye drops should be
used in case of bacterial conjunctivitis. For this distinction,
biopsy is not practical for the diagnosis of every recurrent
lesion. Initiation of therapy without these distinctions
can cause significant complications in patients who use
immunosuppressive drugs. The increase of the steroid dose
may aggravate the infection in the pemphigus patient who
developed bacterial conjunctivitis; on the other hand, the use
of antibiotic eye drops will delay the healing of the recurrent
pemphigus lesion (4).

Nowadays, in patient with pemphigus, the most common
cause of mortality is severe infections. In order to exclude
secondary infection, especially in the follow up of oral
mucosal blisters, polymerase chain reaction and culture
should be made in addition to the Tzanck smear test (9). If
a Tzanck smear test is not performed on erosive mucosal
lesions due to candidiasis or herpes simplex infections, new
lesions are considered clinically as a relapse of pemphigus. In
this case, the use of unnecessary systemical steroids causes
an increase in lesions, sepsis, and ultimately death (10).

The Tzanck smear test is also important in the follow up and
in the therapeutical approach of the tumoral diseases. After
surgical treatment of malignant skin tumors, if a new lesion
develops, recurrence of a tumor should be differentiated
from other causes such as infections and foreign body
granuloma. If a Tzanck smear test shows foreign body type
multinucleated giant cell and foreign body materials, foreign
body granuloma caused by the suture material is considered
and intralesional steroid injection may be performed instead
of surgical therapy (Figures 3-5) (6).

Although diagnosis of folliculitis can be made clinically,
cytological examination should be made in order to detect

Figure 3. A nodular lesion due to a suture reaction on
surgical scar area
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a therapeutic approach and causes of folliculitis. Despite
this fact, such patients are usually treated with topical and/
or systemic antibiotics because the most common cause of
folliculitisis is Staphylococcus aureus. Thence, fungal, parasitic
and viral folliculitis are tried to be treated with antibiotics for
years. If the literature is reviewed, it is demonstrated that the
mean duration of diagnosis of the fungal, parasitic and viral
folliculitis are 114, 197 and 285 days, respectively (6). Even a
case of viral folliculitis that has been mistakenly treated for
20 years with antibiotics has been reported because only a
a bacterial culture was made instead of cytology. Although
the treatment of herpes simplex folliculitis and zona zoster
folliculitis is different, their distinction can not be made by
routine cytological examination. For this purpose, a direct
immunofluorescence study on smears should be performed.
In a direct immunofluorescence examination, if the positivity
is detected with anti-herpes simplex virus monoclonal
antibody, it supports the herpes folliculitis; however, if the
positivity is detected with the anti-herpes zoster monoclonal

Figure 5. A Tzanck smear test reveals suture materials in a
foreign-body giant cell in a patient with a suture reaction
(May-Griinwald Giemsa 1000x)

antibody, herpes zoster folliculitis should be considered (6).
Finally, if there is resistance to antibiotics in acne vulgaris
patients, cytologic examination is quite important to exclude
Gram-negative folliculitis and Malassezia folliculitis (Figures
6-8) (11).

Dermatoscopy: Dermatoscopy, which is known as a part of
the dermatological examination, is mostly used to follow up
pigmented lesions and melanocytic nevi. Dermatoscopical
findings are quite important for the decision of the
treatment of nevi. However, the dermatoscopy may also
exhibit misleading findings in some diseases. A decision of
excision of a non-melanocytic lesion may be made because
it may be supposed to be an atypical melanocytic lesion or
malignant skin tumours may not be excised because they
are considered as non-melanocytic lesions. It is reported that
using the dermatoscopy and the cytology together rises the

Y
Figure 6. Erythematous papules, pustules and nodules on
the frontal chest of a patient with Malassezia folliculitis,

who had previously received steroid-cream treatment for
considering the drug reaction

Figure 7. A Tzanck smear examination of papulopustular
lesions caused Malassezia folliculitis shows footprint-
shaped budding spores (May-Griinwald Giemsa 1000x)
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rate of the right therapeutical decision. A melanocytic nevus
in which the use of both diagnostic methods is important is
epidermolysis bullosa nevus. Although melanocytic nevi that
occur in patients with epidermolysis bullosa are considered
as malignant both clinically and dermatoscopically, cytologic
examination reveals non-atypical melanocytes. If cytology
is not performed, unnecessary excisional treatment
is recommended at every control of the patients with
epidermolysis bullosa nevus (Figures 9, 10) (8).

Dermatoscopy can be used not only for a diagnosis of
psoriasis, but also for follow up of the therapy. When the
treatment response of psoriasis patients is evaluated, not only
clinical improvement, but also dermatoscopic improvement
isimportant. After treatment, hemorrhagic dots are indicative
of the response to the treatment while the persistence of
the dotted vessels is the sign of an incomplete response to
the therapy or a relapse (Figure 11) (12). Overuse of topical
steroids leads to an increase in linear telengiectasias. High-
frequency ultrasound and confocal microscopy can also be

Figure 8. The clinical improvement of the lesions of the
Malassezia folliculitis after systemic antifungal therapy

used in the evaluation of the response to the treatment of
psoriatic lesions (13,14). However, the confocal microscopy
is an expensive and non-practical method for routine
dermatological examination (14).

In the follow up of vitiligo patients, the dermatoscopy can
also be used, as well as Wood's light examination. In the
dermatoscopical examination, perifollicular repigmentation
indicates the good response to the therapy, whereas starburst
appearance and micro-Koebner sign suggests disease
progression (15).

The dermatoscopy can be used both for the diagnosis and
follow up of patients with scabies. The typical dermatoscopical
findings of scabiesare theintraepidermal tunnels and parasitic
triangular structures seen in the tunnels. The positivity of
this dermatoscopic (40x) finding in scabiesis is reported as
93% (16). These dermatoscopical findings are important
in distinguishing the active infestation from eczema and

Figure 10. Dermatoscopy of epidermolysis bullosa nevus

shows irregular pigment network, blue-whitish veil, and
asymmetry

Figure 9. Asymmetrical melanocytic nevi after bullous
lesions in a patient with congenital epidermolysis bullosa

Figure 11. The hemorrhagic dots developing in the
psoriatic lesion after topical steroid therapy
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parasitophobia in patients with persistent pruritus after
antiparasitic treatment. If this discrimination cannot made,
the patients may take unnecessary therapies. Detection of
the parasites and tunnels via the confocal microscopy and
optic coherans tomography is possible. However, use of these
methods is difficult in routine follow up because of the cost
and difficulty of practical usage (17).

In decision of treatment of the patients of folliculitis,
dermatoscopy can also provide some additional findings
besides cytology. Firstly, U-shaped ingrown hairs, scar-like
appearance caused by fibrosis, blue color change related to
deeply located hairs, linear vessels with occasional areas of
hemorrhage are the signs of pseudofolliculitis seen on the
dermatoscopical examination. Thence, epilation of the hairs
or retinoic acid ointments can be used in these patients with
pseudofolliculitis (18). Second, in the follow up of patients
receiving treatmentfor tinea capitis, the presence of broken and
curly hairs indicate the persistence of the disease. Besides KOH
examination, dermatoscopy is important for the determination
of antifungal therapy which is to be started before the result
of the fungal culture. In the patients of tinea capitis caused by
Trichophyton tonsurans, because the endothrix spores of fungi
mostly cause the breaking of hairs, they give rise to black dots,
comma, and corkscrew hairs. However, in the cases of tinea
capitis caused by Microsporum canis, the spores outside the
hairs (ectothrix) do not break the hairs completely and so that
Morse alphabet-like appearance occurs (19,20). In the cases of
tinea capitis caused by M. canis, a bright green color is detected
on the hair roots via an ultraviolet dermatoscopy. Barcode-
like white structures are detected with polarized light on the
same areas (21). Third, apart from the superficial skin biopsy, a
follow up of the bulges of demodex parasites can be made to
evaluate the response of the treatment by the dermatoscopy,
in addition to the diagnosis of demodicosis. There are grayish-
brown plugs inside the dilated follicules that has demodex and
there is an erythematous halo around the follicle (22). Last,
tufted hair is a sign of folliculitis decalvans. However, tinea
capitis mimicking folliculitis decalvans has been reported with
videodermatoscopy so that the cytological examination should
be the first method for the diagnosis of folliculitis (11,23).

Another group of diseases in which dermatoscopy is
important to make a decision about treatment is the
cicatricial and non-cicatricial alopecias. In the follow up of a
patient with alopecia areata, the broken hairs, cadaveric hairs,
tapered hairs and exclamation mark hairs indicate the active
disease, while the new developed vellus hairs, pigmentation
and thickening of the proximal part of the hair, are the signs of
a positive response to the treatment (24,25). Furthermore, in
arecent study, it is reported that development of atypical red
vessels also negatively correlate with active disease (26). In the
patients of frontal fibrosing alopecia, the presence of pruritus
along with the perifollicular erythema and the perifollicular
hyperkeratosis in the dermatoscopical examination are the
signs of histopathological lichenoid infiltration and activity of
the disease (27).

In addition to the early detection of melanoma, the
dermatoscopy provides some details about the presence

of the BRAF mutation that has changed the therapeutical
approach in recent years. It is reported that the presence
of blue-white veil is highly associated with BRAF mutation
(28). The appearance of blue-gray colored peppering is
more common in the melanomas that showed MAPK (BRAF
and NRAS) mutation (29). In a study performed with the
confocal microscopy and dermatoscopy, it is reported that
ulcerations and irregular peripheral streaks are signs of with
BRAF-mutated melanoma, while dotted vessels are indicative
of wild-type melanoma. However, there was no association
between the confocal microscopic findings and BRAF
mutation (30).

Wood'’s light: The Wood's light is used for the diagnosis and
the therapeutical approach of various pigment diseases,
bacterial and fungal infections, and tumors (31).

The bacterial infections that the Wood’s light is important for
following up, are erythrasma and pseudomonal infections.
Because erythrasma and fungal infections are common;
especially in the patients with flexural dermatitis, Wood’s
light examination should be performed in addition to KOH
examination. Coral red fluorescence on Wood’s light is a sign
of erythrasma on the intertriginous areas of the patients using
along time steroid cream due to atopic eczema and psoriasis.
In a study conducted in Turkey, erythrasma was detected via
the Wood'’s light examination in 46.7% of all patients that
were clinically considered as tinea pedis. Moreover, findings
of fungal infection were detected with KOH examination
in 31.6% of these patients. If a Wood’s light examination is
negative, a Gram staining and bacterial culture should be
performed (32).

A Wood'’s light examination is very important in a follow up,
as well as the diagnosis of the pityriasis versicolor. In the
diagnosis of pityriasis versicolor, the positivity of yellow-
green fluorescence on Wood’s light was found to be higher
(88%) than the positivity of KOH examination (82%). For this
reason, patients with hypopigmented lesions after antifungal
therapy should be examined with Wood'’s light to distinguish
postinflammatory hypopigmentation from active disease
(33).

The efficiency of antifungal therapy varies according to the
agent causing tinea capitis. The Wood's light examination
gives important findings in terms of determining antifungal
therapy to be started before the culture results. Dull green
fluorescence on Wood’s light is observed in the patients
of tinea capitis caused by Microsporum spp. The rate of
mycological cure with griseofulvin is higher than the rate of
mycological cure of terbinafine in the cases of tinea capitis
caused by M. canis (34).

Wood's light examination should be performed to
distinguish the pruritic papulopustular acne lesions that are
especially worse in summer and with hot weather from the
Malassezia folliculitis. The patients of Malassezia folliculitis
may unnecessarily take antibiotic therapies for years if this
discrimination is not made. In the Wood’s light examination of
papulopustular lesions, the yellow-green reflection indicates
the Malassezia folliculitis, while the red reflection indicates
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acne lesions infected with Propionibacterium acnes (11).

Theimportance of aWood's light examination for distinguishing
vitiligo from post inflammatory hypopigmentation, pityriasis
versicolor alba, mycosis fungoides, nevus depigmentosus
and tuberous sclerosis, is well-known. In case this method
is not performed, other diseases will be treated with the
misdiagnosis of vitiligo for years. Wood'’s light examination
is also quite important after the diagnosis of vitiligo in the
evaluation of the response to the therapy by observing the
dotted repigmentation. Furthermore, it is important for
the detection of newly developed lesions that can not be
recognized by naked eye (35).

Wood’s light may be used for testing patients who are
suggested to use sunscreen ointments if they use them
sufficiently. Moreover, it is used for detection of the areas that
the topical medications are applied (36).

As Wood’s light can be used to determine the surgical border
in lentigo malignant melanomas, it can also be used to detect
the subclinic lesions of actinic keratosis after application
of 5-aminolevulinic acid (ALA). It is reported that, because
there is an increase of epidermal melanin in the lesions of
lentigo malignant melanomas, the surgical borders may
be determined easier via the Wood'’s light. However, in a
prospective study, it is reported that the lesions that could
not be seen by naked eye were detected by Wood’s light
in only 11.7% of the cases (37,38). This last procedure of
fluorescence diagnosis, in which 5-ALA and Wood’s light are
used together, can also be used for determination of the
border of the lesions of basal cell carcinoma and squamous
cell carcinoma before surgery or radiotherapy. The sensitivity
and specificity rates of fluorescence diagnosis were found to
be 79% and 100%, respectively (39).

Other diseases in which the Wood's light is important
for following up, are porokeratosis, progressive macular
hypomelanosis and morphea. Unlike the other diseases
(e.g. annular lichen planus) that caused to annular lesions,
porokeratosis lesions resemble a specific diamond
necklace-like or ring-like structure on Wood’s light (40).
A follicular red fluoroscence is seen with the Wood'’s light
in the hypopigmented lesions of progressive macular
hypomelanosis. This fluoroscence is thought to be related to
P.acnes (41).The Wood's light was also used for early detection
of morphea lesions (42).

Allergy tests: Detection of the responsible allergen in allergic
skin diseases may change the whole therapy. In patients with
allergic contact dermatitis, detection of the allergen and
avoiding the responsible agents will provide sparing topical
steroids for a long time (43). In the therapy-resistant eczema
patients, patch testis should be performed with products that
are used to show the allergic response to topical steroids (44).
In the patients of physical urticaria, detection of the physical
factors that aggravate the disease, and bewaring of some
points, can remove the need of therapy (45). In the patients
developed drug allergy and who cannot safely use any drugs,
performing an oral provocation test with hospitalization may
change the therapeutical approach (46).

Histopathological examination: The pathological diagnosis
can be made in 82% of skin biopsies and clinicopathological
correlation can be made only in 68% of them. Although some
malignant tumoral diseases can be diagnosed by clinical
findings and dermatoscopical examination, detection of
the histopathological subtypes, depth, mitotic rate and
differentiation grade of the disease are quite important for
determination of the therapeutical approach (47).

Laboratory examination: In the dermatoses caused
by metabolical disease like xanthelasma, laboratory
analysis is needed for the decision of the therapy. There
are hyperlipidemia in about half of the patients who had
xanthelasma and thefirst therapy for these patients should be
given is the lipid-lowering drugs and diet recommendations
in such patients. On the other hand, destructive therapies
such as cryotherapy, cauterisation or laser is the first choice in
the rest of the normolipidemic patients (48).

The lipid profile and liver function tests should be measured
in the patients who are candidates for systemic retinoid acid
therapy. The other therapies should be primarily considered
in the patients with hyperlipidemia. If the retinoid therapy is
absolutely indicated, it should be combinated with the lipid-
lowering drugs (49).

The serologic tests of syphilis is valuable in the follow up of
systemic lupus erythematous that may show false positivity,
as it is used for the diagnosis and the follow up of syphilis.
In syphilis serology, the treponemal tests (Treponema
pallidum haemagglutination test, fluorescent treponemal
antibody absorption test) that detect the antibodies against
of treponemas and the non-treponemal tests (venereal
disease research laboratory test, rapid plasma reagin test)
are used. The specific treponemal antibodies turn positive
on 1-2 weeks after the genital chancre appears. Because the
positivity may continue for life, it can not be used for the
follow up of the treatment. However, quantitative results can
be obtained with the non-treponemal tests and so it can be
used for evaluation of the response to the therapy (50).

Another situation that the laboratory is important for,
is determining the therapy of the patient who will be
initiated immunosuppressive drugs. To determine the
preferred therapeutical agent, especially in the treatment of
patients with pemphigus, psoriasis, atopic dermatitis, lupus
erythematous and vasculitis, some laboratory tests should
be performed in terms of any comorbidities; for example,
diabetes mellitus, viral hepatitis, hyperlipidemia and
renal insufficiency. The systemic therapy may be changed
depending on the results of the laboratory tests. Furthermore,
thiopurine methyltransferase enzyme activity should be
measured for the effect and side effect of azathioprine, and
the level of glucose-6-phosphate dehydrogenase enzyme
should be measured in addition to the routine examinations
in the patients who will initiate to dapson therapy (51,52).

In romatological diseases and vasculitis, some laboratory
tests and autoantibodies are ordered to detect the internal
involvement, and to evaluate the severity of the disease. In
this cases, if there is involvement of the skin only, topical
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treatments will be sufficient. But if there is an internal
involvement, systemic therapies are should be added to the
treatment (53).

Some serological tests are needed in addition to the clinical,
histopathological and immunofluorescence studies to make
the diagnosis of autoimmune bullous diseases. Some recently
developed serological tests can also be used for the follow up
of therapy because they can measure the antibody titrations
(54).

One of the most important triggering factors of generalized
pustular psoriasis is the deficiency of calcium and vitamin
D. If this deficiency is detected and cured in the patients of
generalized pustular psoriasis, they can be treated without
any need for systemic therapy. There has been reported a
case of generalized pustular psoriasis improved with calcium
therapy in the literature (Figures 12, 13) (55).

Radiological examinations: Although there are numerous

N

Figure 12. Lesions of generalized pustular psoriasis caused
by pseudohypoparathyroidism

Figure 13. Calcifications detected on foot radiography in
a patient with generalized pustular psoriasis caused by
pseudohypoparathyroidism

causes of nail dystrophy, if the KOH examination and other
diagnostic tools are not used, about half of the patients
with subungual exocytosis take unnecessary antifungal
treatments. X-ray graphy should be performed in cases of nail
distrophy that KOH examination is negative and particularly
in cases whose distrophy is in a single nail. The surgical
operation should be performed after the diagnosis is made
(56).

Needful radiological examinations should be performed
in the cases of skin cancer and lymphomas for staging, and
also in the cases with systemic diseases to detect the internal
involvements. Additionally, radiological examination is
important for dermatoses that may be caused by cancers.
The radiological examinations, in addition to laboratory
tests, should be done for the disease that can make systemic
involvement in order to determine whether the therapy
will target the skin only, or will be systemic therapy (57). It
is reported that some kind of pemphigoid, such as bullous
pemphigoid, anti-laminin 332 pemphigoid and epidermolysis
bullosa acquisita, may appear secondary to malignancy apart
from paraneoplastic pemphigus. Moreover, it is reported that
in some cases in which the bullae were regressed after the
treatment of malignancy (58).

The most frequent method that is used to determine the
therapy for peripheral vascular diseases, is the color Doppler
evaluation. It can also be used for the follow up alongside
the diagnosis. The increase of the vascularity with the
color Doppler is a sign of activation of morphea, psoriasis,
hidradenitis suppurativa, and human papillomavirus
infections (59).

High-frequency ultrasounds are useful for the follow up and
for evaluation of the objective response to the treatment of
atopic dermatitis, psoriasis, morphea and some skin tumors
(60). Furthermore, this non-invazive diagnostic method that
provide a detailed evaluation of epidermis and dermis, can
also be used for determination of the surgical border before
the surgery (61).

The high-resolution optical coherence tomography that
provides transvers and vertical images, can be used for the
follow up of non-melanoma skin cancers, the evaluation of
the response to the therapy and determination of the surgical
border. Furthermore, it can be used for the discrimination
between inflammatory diseases such as psoriasis and lichen
planus and for evaluation of the response to the therapy (62).

Toluidine blue test: The affinity of toluidine blue to both DNA
and RNA is quite high. The toluidine blue test can be used
for the detection of suspicious lesions in the oral mucosa.
The procedure of this test is as following: 1) The oral cavity
is firstly rinsed with water and then with 1% acetic acid, for
20 seconds for each. 2) The oral cavity is dried with gauze. 3)
The 1% toluidine blue is applied by stick cotton swab. 4) The
mouth is rinsed with 1% acetic acid and then with water. A
dark blue stain is accepted as positive (63).

Acetic acid test: The 5% acetic acid test can be used for
detection of suspicious human papilloma virus lesions in
genital region. However, physicians should keep in mind that
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this test may show false positivity with some inflammatory
diseases and may show false negativity, particularly in areas
that are not damp (64).

lodine-starch test: In the patients with hyperhidrosis, the
iodine-starch test can be performed to detect the region that
will be treated and to evaluate the response to the therapy.
In this test, first, the application area is well-dried. lodine
solution is applied to the application area by a stick cotton
swab and is waited to dry. After it dries, the area is covered
with starch by a thick brush. After waiting for 5-10 minutes,
the areas that turned blue-black are pointed by a water-
resistant pen (65).
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Quiz

1. Which of the following diagnostic tool is not used to
determine the surgical borders in the tumoral diseases?

a.  Wood's light examination after application of
5-aminolevulinic acid

Laboratory tests
High frequency ultrasonography
Histopathological examination

P o 0 T

Optical coherence tomography

2. Which of the following types of folliculitis is indicative
of yellow-green fluorescence in the Wood’s light
examination in a patient with antibiotic resistance acne?

a.  Molluscum contagiosum folliculitis
b Gram-negative bacterial folliculitis
d Herpetic folliculitis

d. Demodex folliculitis

e Malassezia folliculitis

3. Which of the following clinical or/and dermatoscopical
findings is accepted as an indication of good
therapeutical response in the psoriatic lesions?

a. Hemorrhagic dots

b Dotted vessels

d Increasing of linear vessels
d.  Atrophia and striae

e Hypertrichosis

4. Which of the following diagnostic methods is not
used to distinguish the active infestation from the other
pruritic diseases in a patient with persistent pruritus
after antiparasitic treatment?

a. Direct microscopical examination
b Dermatoscopy

d Acetic acid test

d.  Confocal microscopy

e High frequency ultrasonography

5. Which of the following dermatoscopical findings is not
indicative of pseudofolliculitis in a patient of folliculitic?

a.  “U”shaped hairs

b Perifollicular erythema and keratosis
d Scar-like appearance due to fibrosis
d.  Blue discoloration

e Linear vessels and hemorrhage

6. Which of the following claims about the
dermatoscopical findings of tinea capitis is incorrect?

a. The dermatoscopy provides important clues for
determination of the antifungal treatment in patients with
tinea capitis

b.  Black dots, comma, and corkscrew hairs are seen in
cases of tinea capitis caused by Trichophyton tonsurans

C. In the cases of tinea capitis caused by Microsporum
canis, a bright green color is detected on the hair roots via an
ultraviolet dermatoscopy

d. In the cases of tinea capitis caused by M. canis, the
endothrix located spores break the hairs completely and so
that Morse alphabet-like appearance occurs

e.  The presence of broken and curly hairs indicate of the
persistence of the disease

7. Which of the following dermatoscopical findings of
alopesia areata is not considered as an indication of
active disease?

a. Broken hairs

Cadaveric hairs
Tapered hairs
Exclamation mark hairs

® o N T

Atypical red vessels

8. Which of the following dermatoscopical findings is
incorrect in terms of determining the treatment of a
patient with melanoma?

a.  Blue.white veil is highly associated with BRAF mutation

b. Blue.gray peppering appearance is more common in
the melanomas with MAPK mutation

C. Ulcerations and irregular peripheral streaks are less
common in the melanoma with BRAF mutation

d. Dotted vessels are more common in the non-mutated
melanoma

e.  Dotted vessels is a negatively predictive finding for
BRAF mutation

9. Which of the following matches is incorrect in terms of
disease and diagnostic test?

a.  Thelevel of thiopurine methyltransferase enzyme-
dermatitis herpetiformis

b.  The level of calcium and vitamin D-generalized
pustular psoriasis

C High frequency ultrasonography-atopic dermatitis
Color doppler examination-hidradenitis supurativa

Optical coherence tomography-non-melanoma skin
tumors

10. The Wood'’s light is not used in which following
dermatological diseases?

a.  Morphea

b.  Actinic keratosis
C. Acne vulgaris

d. Vitiligo

e Furunculosis
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